A high (20 %) 'misdiagnosis' rate must be accepted if some patients with bonafide myocardial infarction are not to be excluded from the unit.
Introduction
Since the setting up of the first intensive care unit for the treatment of patients with acute myocardial infarction (Day, 1963a) , many reports of results obtained in such units have been published (Brown et al., 1963; Day, 1963b Day, , 1965 Julian, Valentine & Miller, 1964a, b; Robinson, 1965; Goble, Sloman & Robinson, 1966; Restieaux et al., 1967; Lawrie et al., 1967; Lown et al., 1967; Thomas, Jewitt & Shillingford, 1968; Pentecost & Mayne, 1968) . Before the inception of these units the mortality of the disease was between 30 and 40%. Results in general have shown that mortality can be reduced to around 20 % when patients are admitted to a coronary intensive care unit. Some units report an even greater reduction (Brown et al., 1963, 18%; Day, 1965, 15-9%; Restieaux et al., 1967, 14%; Lawrie et al., 1967, 17-5%) . This (Ashfield, 1969 Fluck & Burgess (1966) The constant vigil provided by the nursing staff is regarded as of paramount importance and audible warning devices on the oscilloscope are not used. These devices have been found to go off inappropriately on occasion but, more important, give the nurse in charge a false feeling of security so that she relies on her ears rather than her eyes to detect changes in the patient's condition. To ensure that constant attention is paid to the patients, the heart rate is counted j-hourly and the number of ectopic beats recorded over a full minute each i-hr by the nurse in charge. Blood Thomas & Woodgate (1966 Balcon, Hoy & Sowton (1968) . (2) (Scott et al., 1967; Lassers & Julian, 1968 Coronary prognostic index (Peel et al., 1962) This method of assessing prognosis on the day on which the acute myocardial infarction occurs has been used throughout in this series. A score is given to the patients on the basis of age, sex, previous medical history, heart failure, 'shock', electrocardiographic changes and arrhythmias. This score has been correlated with the patients' subsequent progress up to death or discharge from hospital. A 
Mortality
The mortality has been assessed on whether the patients are alive or dead at the time of leaving hospital and not whether they leave the unit alive.
The mortality rate in 1966 was 25 %. 
Coronary prognostic index
The results of applying the prognostic index referred to above are shown in Fig. 2 . The end-point for surviving patients is taken as the date on which they are discharged from hospital. The possible range of score on this scale is 0-28. The higher the score, the worse the prognosis. Heart failure Of the 177 patients admitted since 1 January 1967, fifty-five (31 %) had frank pulmonary oedema either clinically or radiographically. In addition twelve had clinical evidence of elevated jugular venous pressure and twenty-two had either a third or fourth heart sound as an isolated clinical finding. Nineteen patients had fine crepitations at both bases without radiographic evidence of pulmonary venous congestion or septal lines. The Peel index includes a score for basal crepitations and it is for this reason that this finding has been included. In the absence of left atrial pressure measurements one cannot be sure whether these crepitations represent left ventricular failure or are indicative of pulmonary disease. At any rate, in these nineteen patients, there were no other signs suggestive of heart failure, and the chest X-rays were normal.
Post-mortem examinations
The post-mortems performed on those patients who died in spite of attempted resuscitation revealed extensive disease of either two or all three of the three main coronary branches supplying the myocardium (right, circumflex and anterior descending) in twenty-seven (77%) out of thirty-five autopsies. In no patient was there a single block in an otherwise healthy coronary tree. Two patients had ruptured ventricles, two died of co-existent carcinoma and one patient had undergone a double valve replacement 6 weeks before. One patient had tubular necrosis, one multiple renal abcesses and one a ruptured interventricular septum which had been diagnosed clinically but in whom surgical intervention had not been thought desirable. In sixteen patients permission for post-mortem examination was either not sought or not granted.
Discussion

Mortality
The reduction in mortality since the unit was opened has been encouraging and results obtained Honey & Truelove, 1957) and is also more likely to be corrected (Julian et al., 1964a, b; Day, 1965; Goble et al., 1966) . Thomas et al. (1968) (Kimball & Killip, 1968) .
These facts justify the policy of keeping the unit full at all times, moving patients according to progress when a fresh patient presents for admission.
It can be appreciated from Fig. 1 A fit 81-year-old grandfather who returned well to his grateful family would no doubt support the policy of the unit to resuscitate at any age having regard in this way to the patient's previous fitness and absence of concomitant illness.
In this unit it is regarded as bad policy to 'move house simply because a fuse has blown', and attempts are, therefore, always made to correct ventricular fibrillation.
One would agree with the principle expressed by Kimball & Killip (1968) 
